Purpose of review Psychological distress and mental health comorbidity are common in cancer. Various therapeutic frameworks have been used for interventions to improve psychological wellbeing and quality of life in cancer patients with mixed results. This article reviews contributions to that literature published since January 2017.
INTRODUCTION
Regardless of diagnosis or prognosis, the challenges that cancer brings present risk to psychological wellbeing, and the need for psychological support is well established. Population estimates of clinical psychopathology vary between clinical and sociodemographic groups, making it almost impossible to provide definitive summary incidence. For example, depression prevalence ranges from 4 to 49% in published work [1] . Anxiety is also common [2] , alongside adjustment [3] and posttraumatic stress [4] disorders, and cancer groups are at higher relative risk of suicide compared with general populations [5 & ]. Furthermore, new diagnostic categories are emerging including clinically relevant fear of cancer recurrence (FCR) [6] , although how this disambiguates from clinical anxiety remains unclear. Nonclinical emotional distress is observed in up to 75% of cancer patients [7,8 && ]. Consequently, routine distress screening [9] and holistic needs assessment [10] are recommended. Comprehensive careincluding evaluation, referral and follow-up -is essential for distress management [11] .
An array of therapeutic modalities has explored how best to support cancer patients' psychological needs, including individualized, group-based and online, self-administered interventions. Early suggestions of survival benefits failed to replicate and had largely been discredited, but a recently published pooled analysis (n ¼ 163 363) concluded that 'psychological distress might have some predictive capacity for selected cancer presentations. . .' (p.1) [12 && ]. Survival aside, evidence syntheses suggest psychological interventions have clear and beneficial effects for anxiety, depression and quality of life (QoL) [13, 14] , in the short-term at least.
In this article, we review recent additions to this literature (2017 onwards). We structure this around three groupings of psychological interventions, as informed by broader psychological literature:
(1) Cognitive behavioural therapy (CBT). Perhaps the most well known intervention framework, CBT is the current gold-standard treatment. Content varies based on symptoms targeted, but typically includes psychoeducation, cognitive strategies to challenge unhelpful beliefs (cognitive restructuring, core belief work) and behavioural strategies to challenge avoidance behaviours (behavioural activation, exposure) [15] . (2) Third-wave interventions. Often considered an evolution of traditional CBT [16] , many therapists use these integratively. Underpinned by contextual behavioural science and behaviour analysis more broadly, they focus less on cognitive strategies, giving more therapeutic attention to reducing problematic functional consequences of cognitions on behaviour. Hulbert-Williams et al. [17] outlined third-wave interventions as a promising avenue for psychological support in cancer. (3) Other intervention frameworks. Many other frameworks could be used, with some more frequently applied to cancer than others. Support groups and supportive expressive group (psycho)therapies [18] are widely used, whereas others, such as narrative therapy [19] and dignity therapy [20] , are more restricted to palliative cancer settings. Existential and meaningfocussed interventions are not reviewed given a recently published review [21 ] .
The current article is not intended to provide a fully systematic review of the available literature as space does not permit that. Instead, our review offers an overview of the most pertinent literature on this topic. Relevant literature was identified using the Google Scholar database. Although sometimes criticized, empirical research has demonstrated the efficacy of Google Scholar for comprehensive reviews [22] . We searched literature from January 2017 to April 2018 using the following search terms: 'cancer' with 'cognitive behavioural therapy', 'mindfulness', 'acceptance and commitment therapy', 'meta-cognitive', 'support', 'support group', 'supportive expressive', 'counselling', 'dignity therapy', 'narrative therapy', 'coaching', 'solution focused therapy', 'compassion focused therapy' and 'schema therapy'.
COGNITIVE BEHAVIOURAL THERAPY
A total of 34 CBT articles have been published, including eight systematic/meta-analytic reviews [23, 24, 25 & ,26,27 & , [28] [29] [30] , two protocol articles [31, 32] , two qualitative studies [33, 34] , five singlearm pilot/feasibility/secondary analysis studies [35, 36, 37 Table 1) . Many newer studies focus on adaptations for different delivery modalities to increase reach and accessibility, including both online and print-based self-help, and blended approaches where face-to-face therapy is supplemented with telephone or online components. Although these programmes show promise, a systematic review of 14 self-guided interventions concluded that evidence was lacking, predominantly due to small samples and insufficient power [27 & ]. Of note, the evidence for those screened with high distress was stronger.
KEY POINTS
There is a clear need for psychological support for cancer patients, and having efficacious, timely and accessible interventions is key to effective distress management.
A number of new intervention studies have been published, the majority using CBT, although growth is occurring in acceptance and commitment therapy, meta-cognitive therapy and dignity therapy.
CBT remains the gold-standard and most empirically supported intervention framework, although this may partly be by default: other interventions approaches do not yet have equivalence in terms of research funding and trial numbers.
The recent evidence base for narrative therapy, supportive expressive therapies, counselling and mindfulness based interventions raises concerns.
Future research needs to improve on methodological limitations if a conclusive and persuasive evidence base is to develop for implementation of psychological interventions in cancer care. Ander et al.
Sweden AYA (ages [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] Aim N ¼
30
Single-arm feasibilityprotocol N/A Protocol of an uncontrolled feasibility trial, prepost, 3-month follow-up design. Participants will receive YoungCan -therapist-guided, Internet-administered self-help CBT [32] Ander et al. Turner et al. Xiao et al. [28] summarized 13 trials, concluding significant efficacy with large effect sizes for individually delivered CBT for depression following breast cancer surgery. Ye et al. [29] meta-analysed 10 studies, and Matthews et al. [26] systematically reviewed 32 studies: both concluded clear evidence for CBT in treating anxiety and depression and improving QoL. Contrastingly, Zhang et al. [30] concluded no evidence of efficacy for stress or QoL, but their included studies were heterogeneous, possibly limiting effects. Both Bradford and Chan [23] and Coughtrey et al. [24] report modest evidence for psychological improvement in AYA populations; however, quality issues are problematic. All reviews agree that further adequately powered studies are required.
Although this evidence is promising, much of it derives from trials under 'ideal' conditions. Few pragmatic trials have been conducted, and it remains unclear how well CBT works in 'real world' settings -for example in patients with complex physical or psychological comorbidities. ] STREAM trial (wait-list RCT of therapistguided web-based ACT, including elements of MBSR and CBT) resulted in significant, small-to-medium effect sizes for distress and QoL, but non-significant improvement in anxiety and depression.
THIRD-WAVE PSYCHOLOGICAL INTERVENTIONS

Mindfulness-based interventions
One final, nonrandomized WLC study is noteworthy [82 && ]. This study reported large betweengroup effects on FCR intensity and interference despite not reducing distress significantly. We agree with the authors that this is an ACT-consistent finding: third-wave approaches aim not to eliminate distress, but reduce its behavioural impact. Reduced FCR interference in the presence of continued distress achieves that aim.
The small interventional evidence-base complements literature correlating ACT therapeutic processes and cancer outcomes [93, 94] 
OTHER INTERVENTION APPROACHES
The section synthesizes the evidence for a range of less-researched interventions (Table 3) .
Support groups, supportive expressive therapy and counselling
A Cochrane Review of six online support group interventions in women with breast cancer concluded low-quality and mixed results provide insufficient evidence supporting their use in this context [95 && ]. Two single-arm designs [96, 97] and three RCTs [98, 99, 100] reported psychoeducation, online support groups, supportive-expressive group therapy or combinations thereof concur.
Two single-arm studies [101, 102] and two RCTs [103 & ,104 & ] explored supportive, psychological or interpersonal counselling either in isolation or part of complex interventions. Four additional cross-sectional studies investigated relationships between use of psychosocial support services and psychological outcomes [105, 106] , treatment decision-making [107] and online community engagement [108] . This body of work is variable making it difficult to detect consistent patterns in outcomes. Many studies lack theoretical underpinning for intervention content, and small samples, inclusion of nonclinical samples, multiple endpoints and inappropriate analyses potentially dilute effects.
Three studies report qualitative and/or feasibility designs [109] [110] [111] , and initial efficacy indicators suggest several interventions worthy of additional investigation. studies concluded overall benefit; however, only one RCT (of five) demonstrated significant decreases in anxiety and depression over time. The remaining RCTs were inconclusive, but other benefits included improved end-of-life experiences. One protocol article for a culturally adapted intervention [113] was published. Two qualitative studies [114, 115] 
Dignity and narrative therapies
Coaching-based approaches
Coaching differs from therapy in that interventions are briefer, problem-focussed and targeted at improving wellbeing in nonclinical populations. Coaching is being used with increased frequency to support health behaviour change [123] and improve healthcare communication [124] ] trial for depression. Eight weekly, telephone-delivered sessions were received, and although depression significantly decreased, there was no control group comparator. A programme of work based on the FORECAST web-based coaching framework is underway [125] . The high prevalence of nonclinical cancer-related distress may indicate coaching as an appropriate and effective modality, especially as moving away from 'therapy' might reduce stigma associated with psychological help seeking [126] . We encourage research exploring theory-driven coaching interventions, such as cognitive behavioural and contextual behavioural coaching [127, 128] .
CONCLUSION
There is continued dominance of CBT. Within these studies, nonpsychologist and alternative modality delivery is emerging, especially in AYA populations, and is important to overcoming psychosocial oncology workforce and access issues. Recent research highlights concerns regarding MBIs. ACT and MCT show promising effects, but additional appropriately powered trials are needed. Dignity therapy continues to show reasonably strong evidence in advanced cancer, although the literature is small. Counselling, supportive expressive approaches and narrative therapy demonstrate weakest evidence to date. The emergence of coaching-based interventions is encouraging, but transition towards evidence-based coaching frameworks is recommended. We were unable to identify recent trials using solution-focussed therapy [129] , compassion-focussed therapy [130] or schema therapy [131] despite growing evidence bases outside cancer.
There are common methodological limitations which future trials should address:
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